Well over 100 different forms of arthritis, rheumatism, and other disorders characterized by pain and abnormalities of the musculoskeletal system are now recognized. Fortunately, a relatively few entities constitute the large majority of what is encountered by health professionals in the clinic, on the job, and even in the office of the consultant.
The focus of our discussion will be on rheumatoid arthritis, the most common inflammatory arthropathy, and osteoarthritis, a very common degenerative condition. In addition, we will discuss bursitis, tendinitis, and other periarticular problems which can cause pain and disability and may be confused with arthritis.
RHEUMATOID ARTHRITIS

GENERAL
Rheumatoid arthritis (RA) is a systemic inflammatory disorder which manifests itself primarily in the joints (Harris, 1981; Williams, 1981) . RA is relatively common, affecting approximately 1% of adults in most population surveys (Mesi & Medsger, 1979) , and roughly 750 new 368 cases occur per million population annually. Women are affected two to three times more commonly than men, and the peak incidence of onset is in the 30-50 year age group, although RA may affect persons of any age.
ONSET OF DISEASE
Systemic symptoms such as fatigue, generalized aching and stiffness may dominate the early clinical picture, but eventually patients manifest symptoms and signs of inflammatory joint disease. Morning stiffness of significant duration (over 30 minutes, and frequently lasting several hours) as well as warmth, swelling, synovial thickening, tenderness, and limitation of motion are eventually present in almost all patients. RA can involve virtually any synovial lined joint in the body. Although, at the onset, the disease may involve relatively few joints in an asymmetric pattern, RA is typically a bilateral and symmetric condition with a prediliction for peripheral joints.
ARTICULAR INVOLVEMENT
In the hands, the metacarpophalangeal (MCP) and proximal interphalangeal (PIP) joints are most frequently involved. Persistent synovitis in these joints may result in subluxation with the characteristic deformities of ulnar deviation at the MCPs and swanneck and boutonniere deformities of the PIPs (Figures 1 & 2) . In the wrist, volar subluxation may result in a silver fork deformity and extensor tendon rupture. Involvement of the elbows is frequent and may result in flexion contracture. Synovitis in the shoulders can cause limitation of motion and occasionally subluxation or rotator cuff rupture.
Although the lumbar and thoracic spine are seldom involved, the cervical spine is a frequent site of pathology. Synovitis of the articulations of C1 to C2 may result in instability here with potentially devastating neurologic complications.
In the lower extremities, the metatarsophalangeal (MTP) joints may be subluxed, resulting in hallux valgus (bunion) deformity, claw toes, and metatarsal head erosion. Ankle synovitis may result in limitation and deformity. The knees are among the most frequently involved joints. In addition to pain and swelling, flexion contractures, subluxation, ligamentous instability and popliteal (Baker's) cysts may occur. The hips are less often diseased, but when this does occur, the effect on ambulation can be significant. (Table 1) Although RA is primarily a disease of joints, several other tissues and body systems may be involved as part of the disease process (Hurd, 1979) . These are often incidental findings and require no specific therapy, but may, on occasion, become significant causes of morbidity and mortality. In general, patients with more active and progressive joint ally inflammatory, with white cell counts ranging typically from 5,000-50,000/ mm 3 . Radiographic changes vary according to the stage of disease. In general, soft tissue swelling is seen early, but as the disease progresses, osteopenia, joint space narrowing, periarticular bony erosions, and eventually subluxation and ankylosis (fusion) occur ( Figure 4 ).
EXTRA-ARTICULAR DISEASE
The course of RA is highly variable and difficult to predict in the individual patient. Patients with insidious onset of disease, high titer rheumatoid factors, subcutaneous nodules, and poor response to therapy are more likely to develop severe disabling disease. ency for the ESR to correlate with disease activity. Anemia is common in patients with active disease. This is usually unresponsive to iron therapy, although some patients may become anemic as a result of gastrointestinal blood loss from antiinflammatory med ications. Rheumatoid factors (lgM anti-antibodies) can be detected in 85% to 90% of patients with RA , although many patients may have a negative test on initial presentation. Synovial fluid is usu-disease seem more likely to develop extra-articular disease (Figure 3 ).
Inflammatory proteins are elevated in the serum and this results in an elevated sedimentation rate (ESR). This abnormality is often useful in the cl inical assessment of RA, since there is a tend-LABORATORY FINDINGS 
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A large number, perhaps up to 80% , of patients with apparent early RA will either spontaneously resolve or develop another type of arthritis (O'Sullivan & Cathcart , 1972) . Once established, the disease may take many forms (Harris, 1981) . Twenty to thirty percent of patients have an interm ittent course over many years. Ten percent have prolonged spontaneous remissions and the remaining 60% to 70% have progressive 370 disease. Fortunately, most of this latter group responds to some form of aggressive therapy if treated early.
OSTEOARTHRITIS
Osteoarthritis (degenerative joint disease, OA) is a disease localized to the joints without systemic manifestations (Moskowitz, 1979) . It is characterized by progressive deterioration of cartilage accompanied by reactive changes in surrounding bone. The condition is extremely common. Changes of OA can be seen in significant numbers of people in their thirties, while almost everyone has some evidence of OA by the age of 65 (Masi & Medsger, 1979) . Radiographic findings do not always correlate with symptomatic disease, however, and only 30% of radiographic changes are associated with symptoms at affected sites.
A number of factors playa role in the development of the disease. OA can occur as a result of damage done to the joints by other disease processes ( Table  2) . The role of obesity, excessive weight bearing, and overuse is unclear. Although these circumstances probably do not cause OA by themselves, they undoubtedly play a role in the progression of the disease. Certain forms of OA, particularly that affecting the hands , occur more frequently in females and with a familial predisposition (Peter, Pearson, & Marmor, 1966) .
Osteoarth ritis is ch aracte rized clinically by symptoms of pain and stiffness which is usually made worse with activity and improves with rest. Morning stiffness is usually of short duration. Swelling may occur, but is usually a result of bony enlargement rather than soft tissue swelling, and warmth is much less common or pronounced. Limitation of motion becomes more pronounced as the disease progresses.
PATTERN OF JOINT INVOLVEMENT
In the upper extremities, the shoulders, elbows and wrists are seldom involved by OA unless there is history of trauma or other arthropathy affecting those joints. In the hands, the first carpometacarpal joint (base of the thumb) may become painful and enlarged. Involvement of the distal interphalangeal (DIP) joints takes the form of Heberden's nodes, while proximal interphalangeal (PIP) disease is recognized as Bouchard's nodes ( Figure 5 ). The apophyseal joints and disc spaces throughout the spine are frequently involved with cervical and lumbar disease being most common.
The weight bearing surfaces of the hips and knees are commonly diseased, while ankles are seldom involved unless there has been prior trauma. Metatarsophalangeal (MTP) damage in the feet is most common, with resultant deformities similar to those seen in RA.
LABORATORY FINDINGS
Most routine laboratory studies, including sedimentation rate, are normal in OA. Anemia should not occur as a part of the disease process and rheumatoid factor is negative in most patients. Synovial fluid, when present, is non-inflammatory with white cell counts typically less than 200 cells/rnrne. X-rays may be nearly normal early in the disease, but characteristically show joint space narrowing, subchondral bone sclerosis, marginal osteophytes and cyst formation. In contrast to RA, erosions, ankylosis and osteopenia are uncommon ( Figure 6 ). 
COURSE OF DISEASE
Osteoarthrit is is a highly variable condition with the course of disease tending to follow an individualized pattern in a given patient, depending on the pattern of joints involved. In general, the disease is slowly progressive and not disabling to the same extent as severe rheumatoid arthritis. However, severe disease in critical areas , especially weight bearing joints, can lead to significant disability (Siefert. Whiteside, & Savage, 1969) . (Table 3) Not all pain referrable to the rnus-culoskeletal system can be attributed to the joints themselves. Muscles, ligaments, tendons, or bursae can be injured, irritated,or strained and cause significant, but usually self-limited, discomfort and disability (Sheon, Moskowitz, & Goldberg, 1969) .
BURSITIS AND TENDINITIS
Low back pain attributable to a variety of mechanical problems related to overuse, malalignment, local pathology, or postural abnormalities is probably the most common cause of rheumatic disability seen in most practices (Jayson, 1980) . Similar problems in the neck occur, but are not as frequent.
The shoulder is the most movable and complicated joint in the body and painful syndromes here may be related to overuse, another disease process (such as RA), or may occur without obvious cause (Bland, Merritt, &Boushey,1977) .
Tendinitis of the rotator cuff tendons is probably the most common initial event, and bursitis frequently is associated.
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Although usually self-limited, a persistent condition may result in adhesive capsulitis (frozen shoulder) which can sometimes be associated with a neurovascularsyndrome involving the entire extremity (shoulder-hand syndrome, reflex sympathetic dystrophy).
In the elbow, tendinitis of the lateral epicondyle (tennis elbow), medial epicondyle (golfer's elbow), and olecranon bursitis may cause pain which can mimic a primary articular process. In the hand and wrist, stenosing tenosynovitis (DeQuervain'sdisease) of the radial tendons of the thumb may result from overuse here, while flexor tendon sheath irritation can result in nodule formation and a "trigger finger" with locking and clicking of the fingers with movement.
Pain in the hip girdle can often be attributed to periarticular structures. Probably the most common syndrome encountered here is trochanteric bursitis, characterized by lateral upper leg pain and exquisite local tenderness over the bony prominence here. Similar syndromes can occur in the ligaments, tendons and bony prominences of the gluteal region.
In the knee, prepatellar bursitis can cause pain just below the patella, while tenderness over the medial tibial aspect of the knee is suggestive of anserine bursitis.
Foot pain may result from a variety of soft tissue abnormalities, including flat feet, plantar fasciitis (sometimes associated with heel spurs) and Achilles tendinitis.
The diagnosis of most of the nonarticular regional pain disorders cannot be made on the basis of radiographic or laboratory abnormalities, but these investigations are often indicated to rule out underlying disease processes or contributing bony abnormalities. Although most of the conditions mentioned may present diagnostic and therapeutic challenges, most can be successfully managed with a careful individualized approach. Judicious use of local measures, anti-inflammatory and analgesic medication and correction of mechanical stresses usually results in a return to normal function, although specific problems, especially those of the low back and shoulder may, on occasion, cause significant long-term disability.
